Background Problem alcohol use is common among problem drug users (PDU) and associated with adverse health outcomes. Primary care has an important role in the overall stepped approach to alcohol treatment, especially screening and brief intervention (SBI).
Introduction
The adverse physical, psychological and social problems associated with excessive alcohol use are widely documented; however, the literature reporting this issue among problem drug users (PDU) is less extensive. Problem alcohol use is an important issue among problem drug users. It worsens prognosis among those with chronic hepatitis C (HCV) infection [1] , is an important factor in fatal opiate overdose [2, 3] , and is associated with a wide range of additional psychological and emotional problems [4, 5] . Problem alcohol use impacts negatively on addiction treatment outcomes [6] , including early termination of treatment and behaviours leading to clinical management difficulties [7] . An increased incidence of substance use, crime and disengagement from treatment has also been documented [8, 9] .
Prevalence of problem alcohol use in the general population attending primary care worldwide is 2-29% [10, 11] , with about 15% in the EU countries [12] . These rates are higher in problem drug users. A review by Ottomanelli [13] found prevalence rates of heavy drinking among 13-25% of methadone patients. Similar rates report studies of methadone patients in UK (32%) [7, 14] and Ireland (35%) [15] . In contrast, Teplin et al. [4] found that 76% of patients attending addiction clinics in Ontario were in the 'indicates alcoholism' category, and that 9% fell into the 'suggestive of alcoholism' category, as measured by MAST questionnaire. The authors ascribed higher prevalence rate in their study to two reasons: patients were re-assured that responses on the MAST screening were confidential and this questionnaire has also been shown to yield a high rate of false positives.
The high prevalence of problem alcohol use among problem drug users, allied to the clear health implications of this issue for this population, necessitates a response on the part of those involved in the planning and delivery of relevant services. We focus on this issue in a primary care setting. When discussing problem alcohol use we refer to 'hazardous', more 'harmful' and most harmful 'dependent' drinking, terms used to describe the incremental degrees of problem alcohol use [16, 17] .
We aim to discuss three themes that emerged from an exploration of the literature on screening and intervention for problem alcohol use in drug users attending primary care.
Methods
We gathered material for this discussion paper from three biomedical databases (PubMed, PsycINFO and Cochrane library) concentrating on studies with the following characteristics: (1) alcohol focused intervention, (2) problem drug use and (3) primary care. None of the studies commented specifically on patients who had all of these characteristics, but no studies excluded problem drug users. Therefore, all studies which examined participants with attributes (1) and (3) or attributes (1) and (2) are discussed. The literature is organised in these emerging themes: the role of primary care, screening and brief interventions.
What is the role of primary care in screening and treatment of problem alcohol use?
The literature suggests primary care is an ideal setting to identify and address problem alcohol use. Its consultations present many ''teachable moments'' that have been described as ''…circumstances which can lead individuals to positive behaviour change…'' [18] . The chances for a behaviour change during these windows of opportunities are higher and they are created mostly by clinician-patient interaction.
Two other factors increase the frequency of such events or circumstances in primary care. Firstly, patients are regularly asked about alcohol consumption, especially at registration, health checks and specific disease clinics such as hypertension or diabetes [19] . Secondly, it is also accessed by a large number of patients and is associated with less stigma than other health services [20] .
Screening for problem alcohol use
Various procedures are used to identify problem alcohol use in general practice. We discuss the advantages and disadvantages of three most common methods: (a) biological markers, (b) clinical markers and (c) screening questionnaires.
Biological markers
Biological markers are used to detect recent alcohol use and provide an objective measure of alcohol use that cannot be distorted by self reporting. Commonly used biological markers include: mean corpuscular volume (MCV), serum gamma-glutamyltransferase (GGT), carbohydratedeficient transferrin (CDT) and direct measurement of ethanol levels in urine, blood or breath (DMEL). MCV has a low sensitivity for detecting heavy drinking [21, 22] , GGT can detect severe alcohol problems but is not effective in identifying low risk drinking, because it has a high number of false positives [20, 23, 24] , CDT is more sensitive than other measures but can be prohibitively expensive [25, 26] and DMEL can provide a measure of recent alcohol use but is unable to detect long term consumption.
Although biological markers are a scientific and objective means of measuring problem alcohol use, they are not suitable for certain types of clinical settings, such as primary care [20, 27] , and they have a poor sensitivity [28] . These weaknesses limit their use in general practice to confirming self reports.
Clinical markers
The use of a patient's clinical history and findings on clinical examination can indicate risk of alcohol use. Markers include, family/personal history of problem alcohol use, depression, anxiety, social and personal problems, hand tremor, hypertension, blood shot eyes, frequent accidents and cognitive impairment [29, 30] . Other clinical stigmata associated with problem alcohol use and liver dysfunction include spider naevi, hepatomegaly and peripheral neuropathy (see Talley and O'Connor 2001) [31] . Raistrick et al. [20] note that although clinical markers can indicate problem alcohol use, they require practitioners to be aware of physical and social signs mentioned above and be familiar with the patient and their case history. For this reason, we focus more on screening questionnaires and do not include biomarkers in the summary table.
Screening questionnaires This refers to practitioner or self administered questionnaires used to measure a patient's self reported alcohol use. The most commonly used screening questionnaires include Alcohol Use Disorders Identification Test (AUDIT), the AUDIT-C ('consumption'), Michigan Alcohol Screening Test (MAST), Fast Alcohol Screening Test (FAST), and the Five-shot questionnaire.
Screening questionnaires can be administered by professionals in a variety of settings, clinical, legal and social. Two systematic reviews of the effectiveness of screening and intervention for alcohol use have highlighted the efficacy of screening questionnaires in the detection of alcohol use in various health settings [20, 27] . A systematic review, which focused specifically on screening for problem alcohol use in primary care, found that AUDIT was most successful in identifying hazardous/harmful use, but that CAGE questionnaire was superior for detecting alcohol abuse or dependence [10] . There is agreement in the literature that screening questionnaires are the most useful and appropriate method for identifying problem alcohol use among the patients attending primary care. Table 1 summarizes the evidence for screening questionnaires.
Brief interventions for problem alcohol use
Two types of brief interventions are described in the literature: simple and extended.
Simple brief interventions refer to minimal intervention lasting a few minutes or less which involves structured advice, while extended brief interventions involve a structured intervention involving more than one session lasting 20-30 min [19, 20] .
The most frequent form of extended brief intervention is brief motivational interviewing (MI). This directive, clientcentred style of counselling helps patients to explore and resolve their ambivalence about changing behaviours [32] .
Although none of the studies in this discussion paper examined the use of brief interventions in drug users attending primary care, the following two pilots and one randomised control trial (RCT) from methadone clinics found alcohol interventions effective in this setting [33] [34] [35] . The first Irish pilot found significant reductions at 3-month follow-up in males, but not in females [33] . In the UK, a similar pilot study of brief motivational intervention indicated good short-term (i.e. 3-4 weeks) outcomes for alcohol consumption [34] . The only RCT among methadone users found that alcohol use was reduced from a median of 90 drinks per month at baseline to 60 drinks per month at 6-month follow-up [35] .
Similar findings provide RCTs of brief MIs among community samples of illicit drug users. For example, alcohol MIs are effective in needle exchange programmes [36] , or among out-of-treatment and HCV positive drug users [37] . However, a brief MI delivered by youth drug workers did not decrease substance or alcohol use in ecstasy and/or cocaine users [38] .
Evidence from systematic reviews examining general population indicates that BI is effective: (a) for a long time (1-4 years) [19, 27, 39] , (b) for harmful/hazardous use, but not for dependence [20, 40] , (c) and it is feasible in primary care settings as well [19] (e.g. Irish Alcohol Aware Practice Service Initiative [41] ).
To sustain significant long-term reductions in drinking behaviour, regular follow-ups and reinforcement are recommended, e.g. Wutzke et al. [42] found evidence for the short term (9 month) effectiveness of brief intervention compared to control, but reported no significant difference in the long term effect (10 years). A subsequent 'Primary Health Care European Project on Alcohol' (Phepa) was conducted in two parts by leading, European experts in the SBI field. Phepa published two documents: Training Programme [43] and Clinical Guidelines for Primary Care [44] which have been translated to nine languages and therefore represent a useful resource for primary care professionals in EU (http://www.phepa.net).
Conclusions
In this discussion paper, we explored the evidence for alcohol screening and brief intervention with regard to drug users in primary care. Most of this literature examined this topic in the general population and there were no studies on PDU attending general practices. Nonetheless, evidence from other settings (e.g. addiction clinics, needle exchanges etc.) suggests that brief interventions can be effective in drug users attending non-primary care facilities [33] [34] [35] . This paper shows that future studies need to address issues of screening and brief interventions for problem alcohol use among PDU attending primary care. In particular, documenting existing care practices, and identifying the potential barriers/enablers to SBIs in primary care will be necessary to inform future service delivery that is aligned with the emerging consensus in scientific evidence. AUDIT-C A shortened version of AUDIT was developed to detect hazardous drinking; it includes the first 3 items from the original AUDIT It is advised to conduct a more in-depth/ full analysis if patients score C3 [50] Easy to administer and considerably shorter than full AUDIT Although helpful to identify hazardous drinking in a quick manner, used on its own it provides little or no information on alcohol related harms or dependence [47] AUDIT-C cut-off scores of C4 in men and C3 in women maximised sensitivity and specificity [51] When compared to other screening instruments AUDIT-C had a sensitivity of 78% among men and 50% among women and a specificity of 75 and 93%, respectively [28] AUDIT-C performed as well us full AUDIT and better than self reported measurements in an analysis of screening in primary care [51] MAST Michigan Alcohol Screening Test
MAST is a 24 item screening questionnaire used to detect alcohol problems including dependence. Examines a range of alcohol related problems and warning signs [52] There are two shorter versions of MAST-SMAST: 13 items [53] BMAST: 10 items [58] Using AUDIT scores as the 'gold standard' the FAST questionnaire shows good sensitivity of 91% and specificity of 86% across a range of settings including A and E [58] department, primary health care centre and a dental clinic
With addiction-related care increasingly being provided in primary care in Ireland and in other EU countries [45] , a clear opportunity exists for primary care to address coexisting problem alcohol use through screening, brief intervention and identifying those patients who may benefit from more specialised interventions. 
